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dialysis or transplant. These patients required the most
distal reconstructions to the ulnar or radial arteries. In
contradistinction to the results seen in lower extremity dis-
ease in the dialysis/transplant population, all patients with
bypass grafts had improvement of their symptoms, sur-
vived the operation, and maintained bypass graft patency.
Although a small group overall, these individuals may well
need to be offered reconstruction more aggressively than
is currently thought.
After upper extremity revascularization, this patient
population had reasonable patency. Bypass graft perfor-
mance in this group tended to follow some of the same
principles seen in a typical lower extremity bypass graft
series. Autogenous grafts performed somewhat better
than PTFE grafts, although the numbers were too small to
generate statistical significance. Bypass grafts that crossed
a joint, especially the common carotid, subclavian, or axil-
lary artery to brachial reconstructions, performed the
most poorly in this series. We think that the tunneling of
these bypass grafts in the region of the shoulder may be
problematic, because it is difficult to tunnel anatomically,
whereas the usual extra-anatomic tunnel along the ante-
rior and superior aspects of the shoulder may predispose
the graft to kinking with arm abduction or adduction.
Fortunately, no limbs were lost in the patients who had
bypass grafts that occluded. Offering a bypass graft that
crosses a joint in the arm for exertional symptoms should
be done somewhat cautiously because the results of
surgery may not be ideal.
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CORRECTION
In: “Recommended standards for reports dealing with lower extremity ischemia: Revised version (Rutherford
RB, Baker DJ, Ernst C, Johnston KW, Porter JM, Ahn S, Jones DN Jr. J Vasc Surg 1997;26:517-38).
The footnote to Tables IV (p. 526) and V (p. 528) contains an error. The last line of each foot note should indi-
cate division by column B rather than column C and read as follows: Column G = F × √{(1 - [F/100]/B}. The
corresponding text on page 527 should then read as follows: (G) Standard errors in percent are calculated as F ×
square root of {(1 – (F/100))/B}, where F equals the cumulative patency rate in percent and B is the number at risk
at the start of the interval.
Comment: This estimate of the standard error for both Life Table and Kaplan-Meier survival curves is consistent
with that proposed by Peto et al (ref 28): standard error = pχ√{(1 – p)n)} where p = survival probability, 1 – p = prob-
ability of failure, and n = number at risk. 
